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until induction or CQsarean section is indicated, under phenoxybenzamine control and with careful monitoring. If progress is satisfactory, localizing investigations can be postponed until after delivery.
Localizing investigations are of more importance in patients such as this one, who had a predominantly noradrenaline-secreting tumour, as these tumours are more likely to be extraadrenal in site. Extra-adrenal tumours occur in 10% of cases, and a further 8% are multiple in the adrenals (Ross 1972 were present in large amounts. Serum thyroxine 70 nmol/l. TSH 12.5 mu/I. There was an excess of /3 and pre-/3 lipoproteins. Triglycerides 220 mg/ 100 ml. Four-hour radioiodine uptake was 17% of the ingested dose; after TSH injection of 2.5 units it was only 21 %, and after a further injection 18 %; this indicates no thyroid reserve.
Discussion
These two patients who presented with ischemic heart disease have the syndrome of premyxoedema. Patients with premyxcedema: (1) are clinically euthyroid; (2) have normal serum levels of thyroid hormones; (3) show evidence of thyroid disease, usually autoimmune thyroiditis (AIT), with thyroid antibodies or having had partial thyroid ablation by irradiation or surgery; (4) have a raised serum TSH; (5) usually have raised serum lipids and commonly present with coronary artery disease.
It has been argued that the association of hypercholesterolhmia with AIT must be fortuitous if current serum thyroid hormone levels are normal (Lewis & Krikler 1971) . This assumption is incorrect because the hypercholesterolmmia could be related, for example, to the raised serum TSH level. Since the original descriptions of premyxoedema (Fowler & Swale 1967 , Fowler et al. 1970 100 patients with the diagnosis of premyxcedema have been assessed (Ikram et al. 1973 ) and many more subsequently diagnosed; the two patients described here are typical examples.
The analysis of 100 patients included measurement of the thyroid reserve by noting the response of the gland to TSH stimulation as described by Hobbs et al. (1963) . The thyroid reserve is an indirect measurement of the subject's serum TSH level. Results of thyroid reserve tests and TSH levels usually agree. Occasionally the thyroid reserve is reduced when the serum TSH is normal. The thyroid reserve is therefore either more sensitive or less discriminatory than the direct measurement of the serum TSH. Subsequent studies measuring the rise of TSH after thyrotrophin releasing hormone (TRH) correlate well with Hobbs's test of the thyroid reserve. Some patients with premyxoedema have a normal TSH but exaggerated response to TRH.
Clofibrate in premyxcedema invariably reduces the serum cholesterol to normal and has been used in these patients until they have progressed to myxcedema, when L-thyroxine has been started. Follow up will show whether coronary artery disease can be prevented in premyxcedema by keeping the serum lipids normal with clofibrate and in myxoedema by giving sufficient L-thyroxine to reduce the serum lipids to normal. This is in contrast to the adjustments of L-thyroxine dosage based on symptomatic relief or relying on the reduction of TSH levels alone. 
